A cohort of 289 children with febrile convulsions who had been randomised in early childhood to either intermittent prophylaxis (diazepam at fever) or no prophylaxis (diazepam at seizures) was followed up 12 years later. The study focused on the occurrence of epilepsy and on neurological, motor, intellectual, cognitive, and scholastic achievements in the cohort.
Recent epidemiological data from major cohort studies document a normal long term outcome for most children with febrile convulsions, 1-7 and continuous prophylaxis for years with antiepileptic agents has largely been abandoned. [8] [9] [10] [11] However, it is still unclear whether febrile convulsions may be associated with an adverse outcome in various, more subtle aspects of motor, neurological, intellectual, or cognitive functions,12 13 and whether medical intervention in early childhood has any impact on the long term prognosis, including the occurrence of subsequent epilepsy. These problems have not been studied in a randomised, controlled design with a long term follow up. We report a long term follow up of the occurrence of epilepsy, and of neurological, motor, cognitive, and scholastic achievement in a well defined, historical cohort of children,14 15 with a mean age of 14 years, who in early infancy had been randomised to prophylaxis (diazepam at fever) or no prophylaxis (diazepam at ongoing seizures) after their first febrile convulsion. The baseline clinical and demographic characteristics of the two groups were comparable.14 15 However, the 18 month recurrence rate was significantly lower in the prophylaxis group (12% v 38%).14 Methods
THE COHORT
The children were admitted to our paediatric department with their first simple or complex febrile convulsion between June 1978 and June 1980 and assigned consecutively to prophylaxis or to be controls in a prospective, two branched, randomised design. Children admitted on even dates (n= 152) were given prophylaxis at home by the parents during future febrile episodes with rectal diazepam in solution 5-7 5 mg every 12 hours, whenever the rectal temperature was above 38 5°C. A maximum of four consecutive doses were given during a febrile episode. Those admitted on odd dates (n= 137) were given rectal diazepam in solution in similar doses, but only in case of further febrile convulsions and no prophylaxis was given. The children were seen for outpatient follow up at three, six, 12, and 18 months and number and types of new febrile and non-febrile convulsions were recorded (for details see Knudsen14 15) . The from the viewpoint of paediatricians, neuropsychologists, teachers, and the family itself.
Even though the applied prophylaxis effectively reduced the 18 month recurrence rate in early childhood14 we were unable to document any long term therapeutic gain compared with acute treatment of ongoing convulsions. This includes the long term risk of epilepsy, which was very low (0 7%) and almost identical whether prior prophylaxis (0 70/o) or acute anticonvulsant treatment only (08%) had been given. It has long been discussed whether febrile convulsions may presage neurological, motor, intellectual, and cognitive dysfunction. Our encouraging findings are in accordance with recent epidemiological data from major cohortsl-7 and all available evidence, except for the Danish twin study13 and retrospective data from highly selected neurosurgical cases17 18 or other highly specialised referral centres,'9 strongly suggests a favourable long term outcome. The mean WISC IQ score in our series (full scale IQ= 109) was quite similar to the IQs found in Danish schoolchildren not suffering from febrile convulsions (full scale IQ= 110) (personal communication), suggesting a fully benign outcome. However, it should be stressed that by comparing two therapeutical strategies our data may not be meaningful for untreated children.
More surprising are the findings that simple and complex febrile convulsions had similar long term prognosis in all aspects of neurological, motor, intellectual, cognitive, and scholastic achievements. Not even a trend towards dysfunction was seen after complex febrile convulsions, felt by many to have potentially serious consequences for the child. The favourable outcome in complex febrile convulsions in our series may well reflect the efficiency of the primary health care system, short transit time to hospital and advances in treatment, including supportive care techniques and an aggressive anticonvulsant treatment of ongoing seizures. Our results are in accordance with those of two major cohorts.' 2 5 6 Our study also showed that children with complex febrile convulsions put on prophylaxis did not fare any better in the long run than when given acute anticonvulsant treatment, suggesting that similar therapeutic principles could be applied to both types. However, the subgroups were small making data less reliable, and stratification of the data into multiple, prolonged, or focal febrile convulsions was not possible.
The study emphasises that prevention of epilepsy is not a realistic target of prophylaxis, as the long term occurrence of epilepsy was low (0-7%) even after complex febrile convulsions (2-5%) and uninfluenced by type of treatment. All cases were classified as generalised idiopathic or localisation related epilepsies, usually considered to be of genetic origin. It is impressive that not even a single case of temporal lobe epilepsy caused by underlying hippocampal sclerosis has emerged after 12 years of observation among some 300 children with prior febrile convulsions, confirming that this sequence of events appears to be rare.6
In conclusion, preventing new febrile convulsions appears no better in the long run than abbreviating them. Therapeutic suggestions should take into account that these largely benign convulsions are extremely upsetting for the parents and that long lasting recurrences or febrile status with a less benign outcome in rare cases6 20 do occur unpredictably. It seems reasonable to recommend that all families with children suffering from febrile convulsions be equipped with one or two doses of rectal diazepam in solution21-24 or other rapidly acting benzodiazepines25 26 for abbreviating new febrile convulsions, especially the long lasting, potentially central nervous system damaging variety. Intermittent, short term prophylaxis with benzodiazepines given at times of fever, which effectively reduces the recurrence rate,1014 27-37 should probably be reserved for a few selected cases. These less well defined cases may tentatively comprise those with many or long lasting recurrences or many risk factors for further febrile fits.15 38 39 The treatment is not totally devoid of side effects, but our study also showed that the administration of benzodiazepines to young children at times of fever or in the acute situation had no detrimental effect on their later neurological, motor, intellectual, cognitive, or scholastic achievement. We thank Michael Davidsen, Herlev University Hospital, for performing the data processing and statistical analysis. Digit span, forward and backward This test is similar to the WISC subtest digit span, but the subject gets two sequences for each number of digits and the score is the total number of sequences recalled correctly. Digit span forward and backward are also scored separately.
Free recall test The test measures short term memory and retention for unrelated material. The test material comprises lists of 15 monosyllabic nouns (six different lists). The lists are read aloud once at the rate of one word per second, and the subject has to recall the words he remembers. The retention task is designed as a two alternatives, forced choice procedure. Performance is scored with respect to total number of nouns recalled immediately after presentation and total numbers of recognised nouns after a 10 minutes delay.
Benton's revised visual retention test (BVRT)
The test measures visual perception and visual short term memory. The test material comprises 10 pictures of one to three rather complex geometrical designs. Each picture is presented for 10 seconds (administration A) and the subject is required to draw it immediately afterwards. The score is the total number of errors for all 10 pictures.
Long term retention for designs -To get information about visual long term memory for designs a three alternatives, forced choice recognition test was constructed. The pictures shown during administration A was mixed with designs from parallel series from the BVRT. Recognition is measured after an interval of 10 minutes. Scoring is the total number of correctly recognised designs. VISUOMOTOR 
FUNCTIONS
The Trail tests These are so-called tracking tests and measure the rate of complex psychomotoric functioning. Trail A: The subject is required, under time pressure, to connect the numbers 1 to 25 placed in random order on a piece of paper. Trail B: The requirements are essentially similar to those of trail A, except that the subject must alternate between numeric and alphabetic series. The score in trail tests is the number of seconds required to finish the task.
Continuous visual reaction time test
The test measures hand-eye coordination and the ability to sustain focused attention. The subject is seated in front of a computer. At random intervals a white square is shown on the screen, and the subject is required to make the square disappear as fast as possible by pressing the space bar. Total reaction time is recorded in centiseconds, and the scores for centiles 10, 50, 90, the difference between centiles 90 and 10, and total reaction time is computed.
To get an evaluation offine motor ability the drawings from the BVRT were scored with regard to motor execution.
